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Abstract 
The study was established to examine the impact of various health social security programs implementation in the healthcare access 
and to set appropriate policies for the optimal health social security implementation. The analysis method is used in this study are 
descriptive analysis and the inferential method of analysis to examine the distribution of BPJS Health for PBI in poor and near-
poor Indonesian society as well as the impact of the implementation of the BPJS Health for the poor and near-poor to the tendency 
of the use of public and private health facilities for outpatient and inpatient. 
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1. Introduction 
The Government of Indonesia (GOI) issued Law No. 40 of 2004 regarding the implementation of the National 
Social Security System based on the humanity principle, the benefit principle, and social justice principle for all 
citizens. Furthermore, GOI has established the Social Security Provider (BPJS) to ensure the basic needs for living of 
participant and/ or their families. BPJS participants are Indonesian citizens and foreigners who lived in Indonesia for 
at least 6 months and above. This BPJS program covers health insurance, employment injury, old-age insurance, 
pensions, and death benefits to fulfill minimum standard of ILO convention. The implementation of those programs 
carried gradually. 
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Based on ILO (2015), the percentage of Indonesian government spending for social protection to GDP is lower 
than China. In 2010, China used 6.83% of their GDP to social protection programs, while Indonesia only issued its 
budget with the portion of 2.63%. Even developed countries such as Japan allocated 23.56% of GDP for its social 
protection program (2011). Moreover Indonesian health coverage estimation (% of population) in 2010 only reached 
59.0%, while Malaysia and Japan had reached 100.0%. Compare to 2004 condition, only 14.3% of population have 
health card for the poor based on 2004 Susenas. 
Epidemic disease threat e.g. catastrophic event of dengue fever and unpredictable natural disaster will result in 
massive health disruption. This condition will require sufficient and proper health facilities, while health security 
scheme will be tested whether it is strong enough to respond and cover every citizen need. This is the implementation 
area of strategic management. Emergency management system needs good collaboration between healthcare center, 
public healthcare and non-profit institutions (ASPR, 2015). 
1945 Constitution Article 34, paragraph 3 declares that the state is responsible for providing decent health 
re facilities and public service facilities. Therefore, on the January 1st, 2014, PT Askes was transformed into BPJS 
Health. The transformation was expected to expand the participants and the range of healthcare access primarily for 
the poor and the informal sector by government contributions assistance schemes. Universal health coverage is targeted 
by 2019. 
 
Poor/near poor Civil servants/ retired civil 
servants, military, veterans 
Formal sector employees Informal sector workers/ 
self-employed 
Jamkesmas  (=87m persons) Askes/ Asabri  (=17m persons) Jamsostek  (=7m persons)  
 
 
 
Funding 
Fixed  premiums 
of Rp 6,500 per 
member per 
month (PMPM) 
contributed by the 
central 
government from 
general taxation 
 
 
 
Funding 
Employees pay 
2% of basic pay, 
government pays 
1% of basic pay 
 
 
 
Funding 
Employers pay 3-
6% of salary 
depending on 
employee’s 
marital status : 
ceiling of 
Rp1m/month 
No specific scheme 
 
 
 
Benefits 
Comprehensive 
drugs within 
formulary 
covered, no cost-
sharing 
 
 
 
Benefits 
Comprehensive 
drugs within 
formulary 
covered cost-
sharing available 
when services fall 
outside basic 
benefits 
 
 
 
Benefits 
Comprehensive 
drugs within 
formulary 
covered cost-
sharing available 
when services fall 
outside basic 
benefits 
 
 
No specific scheme 
 
 
 
 
 
 
 
Facility type 
All puskesmas 
and public 
hospitals and 
selected private 
hospitals 
 
Facility type 
Mostly contracted 
public health 
centres and 
public hospitals  
 
Facility type 
Mostly contracted 
public health 
centres and 
public hospitals 
No specific scheme 
 
 
Provider 
payment 
mechanisms 
Puskesmas: 
capitation 
hospitals case-mix 
(INA-CBG) 
 
Provider 
payment 
mechanisms 
Special for 
schedules for civil 
servants extra 
billing depending 
on negotiated fees 
 
Provider 
payment 
mechanisms 
Special fee 
schedules for civil 
servants extra 
billing depending 
on negotiated fees 
 
Jamkesda (=11 m persons) 
Funding Provincial/ district-level government units from provincial/ district-level budgets 
Benefits* Typically provide supplementary and complementary coverage 
*Benefits, facility coverage and provider payment mechanism vary by province/ district 
 
Poor/near poor Civil servants/ retired civil 
servants, military, veterans 
Formal sector employees Informal sector workers/ 
self-employed 
 
 
Fixed premiums  
(Rp19,225 = US$ 
 
 
Salary-based contributions of 5% of monthly salary to 
be paid by employers (4%) and employees (1%) 
Funding Fixed monthly 
premium 
After January 1st, 2014 
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Poor/near poor Civil servants/ retired civil 
servants, military, veterans 
Formal sector employees Informal sector workers/ 
self-employed 
 
Funding 
1.75 PMPM) * 
contributed by the 
central 
government from 
general 
transaction 
 
Funding 
contributions of 
Rp25,500/ 
Rp42,500/ 
Rp59,500 
 
 
Facility type 
 
Class III hospital 
beds in public 
hospitals and 
selected private 
hospitals  
 
 
Facility type 
 
May be entitled to class II and class III hospital beds in 
public hospitals and selected private hospitals 
depending on premium levels paid 
 
 
Facility 
type 
May be entitled 
to class II and 
class III hospital 
beds in public 
hospitals and 
selected private 
hospitals 
depending on 
premium levels 
paid 
      
*  Lower than the initial proposed premium of Rp 27,000 PMPM, but higher than under Jamkesmas (Rp 6,500 PMPM) 
x Benefits under the JKN are supposed to be comprehensive, covering treatments for infectious disease such as influenza as well as 
more expensive medical interventions such as open-heart surgery, dialysis and cancer therapies 
x In a similar way to Jamkesmas, the provider-payer mechanisms under the JKN are to follow a case-mix system (INA-CBG) for 
hospitals and  a capitation model for primary care providers 
Source: Clearstate, 2015 
Figure 1.Social security health scheme in Indonesia before and after BPJS Health 
 
Based on Figure 1, Jamkesmas was a social security health programs in Indonesia for the poor and near-poor before 
2014. The program was managed by the Ministry of Health with the target of the poor and near-poor, whereas the 
government pays a premium of Rp 6,500 per capita per month. BPJS Health expected to compensate the shortcomings 
of existed social security programs (Jamkesmas) for the poor and near-poor. Government contribution for the poor is 
Rp 19,225 per capita per month which is higher than government contribution for Jamkesmas. Aside the increasing 
usage of healthcare facilities, it is also expected to improve healthcare quality received by the poor and near-poor. 
2. Discussion  
Since 2014 is the initial year of BPJS Health implementation, it is important to study the achievements throughout 
the first year, primarily for premium assistance beneficiaries (PBI/ Penerima Bantuan Iuran). First year achievements 
can be used as a baseline for performance improvement for the year after towards the universal healthcare in 2019. 
However, there are only limited studies conducted on the impact of changes in the social security scheme (from 
Jamkesmas to BPJS Health) for the poor and near-poor. Therefore, this study is an attempt to fill the gap in question.  
The problems of this study are as follows: 
1. Does the implementation of the BPJS Health for PBI already in line with target for the poor and near-poor? 
2. Does the implementation of the BPJS Health for PBI give more open access to healthcare facilities for the 
poor and near-poor?  
3. Research Objectives 
This research aims to: 
1. Analyze the distribution of BPJS Health for PBI in poor and near-poor Indonesian society  
2. Evaluate the impact of the implementation of the BPJS Health for the poor and near-poor to the tendency of 
the use of public and private health facilities for outpatient and inpatient 
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4. Scope of Study 
Population covered is on quintile I and II sort by their consumption expenditure as a proxy for the poor and near-
poor that become the targeted group of PBI BPJS Health. The type of health insurance on BPJS Health schemes 
identified are those provided by the government for the poor and near-poor (PBI). In addition, the indicators generated 
in this study are based on samples generalized to the population, instead of administrative data. 
5. Previous Studies 
Hidayat et.al (2004) examined the effects of mandatory health insurance on equity in access to outpatient care in 
Indonesia. The study found that a mandatory insurance scheme for Civil Servants (Askes) had strongly and positive 
impact on access to public outpatient care, while a mandatory insurance scheme for private employees (Jamsostek) 
had a positive impact on access to both public and private outpatient care. The greatest effects of Jamsostek were 
observed amongst poor beneficiaries. A substantial increase in access will be gained by expanding insurance to the 
whole population. However, neither Askes nor Jamsostek had any positive impact on equity. 
Harimurti et.al (2013) in their study with UNICO summarized Jamkesmas coverage for the poor and near-poor. 
The scope, depth and breadth of Jamkesmas coverage were investigated as well as the interaction with the Indonesian 
health system. They also reviewed whether Jamkesmas was able to eliminate the funding obstacles and improved 
healthcare facilities for the poor and near-poor. They found that Jamkes 
mas performance was below its potential even though majority of 40% poor and near-poor households covered. 
The utilization rates increased among cardholders. The number of private providers was also increased. They initiated 
300 JAMKESMAS complementary at regional government.  
Sparrow (2010) examined the impact of the Askeskin program on the use of health facilities. Balanced Panel was 
used with variables per capita expenditure, per capita healthcare expenditure, age, household size, education, number 
of outpatient a month ago, access to Askeskin, and participation in Askes and Jamsostek. It was discovered that there 
was a strong impact of Askeskin on poor society, indicated from increasing number of the use of public outpatient 
facilities. 
Pradhan et al (2004) reviewed the impact of social safety nets with the health card program to the outpatient health 
facilities requests in community health centers. It was found that the linkage between the card holder and the use of 
health facilities are not as expected as the card holders rarely use their card when receiving treatment from public 
healthcare service providers. However, it was proved that the health card program is pro-poor. The poor have the 
highest chances of receiving health card, and then it was expected to increase their use on health facilities. 
Unfortunately, there was a leak in the richest quintile. It was also found by the increase number of outpatient medical 
services usage, the entire card holder substitute private healthcare facilities to the government. 
Widowati (2009) investigated the distribution of Askeskin programs on the poor, the impact on the use of healthcare 
services, and the choosing patterns of health services. The variables were gender, age, household location, marital 
status, year of schooling, per capita consumption, and health insurance for the poor. Her study shows that the poor 
benefit from Askeskin despite there was a leakage in utilization program by the non-poor. In addition, the Askeskin 
program affects the use of healthcare facilities both outpatient and inpatient care in public and private hospitals, 
although outpatient in private hospital was insignificant 
6. Research Framework 
This study is initiated to start core study related strategic management design for a big framework of healthcare 
system in Indonesia, especially for the poor and non-poor. Using an emerging model from Andersen (1995) to estimate 
health behavior, this study investigates population characteristics, i.e. predisposing characteristic and enabling 
resources while need factor is assumed to be met, to determine the behavior of health services used. The result of this 
study will be used to support other study relating strategic management in healthcare system implementation. 
This research is expected to support The Government in identifying BPJS healthcare funds leaks and formulating 
the right social security and health policy for the poor. Advanced study need to be performed to set strategic 
management relating implementation of the scheme.  
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7. Research Methods  
7.1. Data Source 
This study uses secondary data from Statistics Indonesia which are National Socio-Economic Survey (Susenas) 
KOR and Consumption Module in 2013 and 2014. The unit of analysis in the study is divided into two populations 
experienced outpatient and inpatient, exist in the first and second quintiles based on per capita expenditure in 2013 
and 2014. Table I shows list of variable incorporated in the model. 
Table 1. List of variables used in this study 
Variable Categorization 
Dependent variable 
Y1: Outpatient 
0: Public hospitals/Community health centers 
1: Private hospitals /Doctors/Clinics 
2: Others 
Y2: Inpatient 
0: Public hospitals/Community health centers 
1: Private hospitals /Doctors/Clinics 
2: Others 
Independent variable 
Household location 
0: Urban 
1: Rural 
Gender 
0: Male 
1: Female 
Age 
0: Non-productive (0-14 yo) 
1: Productive (15-64 yo) 
2: Non-productive (65+ yo) 
Marital status 
0: Married 
1: Others 
Health insurance ownership 
0: Yes, BPJS Health for PBI (2014) and Jamkesmas (2013) 
1: Yes, Askes/Jamsostek/other 
2: No health insurance 
7.2. Method of Analysis 
The analysis methods used in this study are descriptive analysis and the inferential method of analysis. To describe 
whether PBI BPJS Health has been right on target, descriptive analysis is used. It is shown by the distribution of BPJS 
Health according to expenditure of population groups. While inferential analysis aims to generalize Susenas sample 
data regarding the tendency of healthcare facilities utilization for the poor and near-poor under BPJS and 
JAMKESMAS. The inferential analysis technique used is multinomial logistic regression analysis. This analysis 
technique is an appropriate analytical technique to determine the influence of independent variables on the dependent 
variable. The dependent variable is categorical variables with more than two categories (Agresti, 1990; Long, 1997; 
Hosmer & Lemeshow, 2000). This technique is appropriate for this study since the dependent variable comprised of 
three categories: public hospitals/ community health centers, private hospitals/ doctors/ clinic, and others. 
In a logistic regression model dichotomy, the dependent variable is declared in the logit function for Y = 1 compared 
with logit function for Y = 0 (Nachrowi, ND &Usman, H, 2002: 297).  
Therefore, for the dependent variable (Y) with three categories, there are two logit functions are: 
1. The logit function for Y = 1 relative to the logit function for Y = 0 
2. The logit function for Y = 2 relative to the logit function for Y = 0 
The logit function/ model in general forms: 
ܮ௜ ൌ  ቀ
௣೔
ଵି௣೔
ቁ ൌ ߚଵ ൅ ߚଶݔ௜ ൅ ߤ௜         (1) 
Thus, in general for categories above, with total p-independent variables will form two logit functions/ models are: 
ܮଵ ൌ  ቀ
௣భ
ଵି௣భ
ቁ ൌ ߚଵ଴ ൅ ߚଵଵݔଵ ൅ ߚଵଶݔଶ ൅ ڮ൅ ߚଵ௣ݔ௣      (2) 
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ܮଶ ൌ  ቀ
௣మ
ଵି௣మ
ቁ ൌ ߚଶ଴ ൅ ߚଶଵݔଵ ൅ ߚଶଶݔଶ ൅ ڮ൅ ߚଶ௣ݔ௣       (3) 
Descriptive Analysis 
The population is divided into five groups (quintiles) according to per capita expenditure. First quintile is a group 
with the lowest per capita expenditure. First and second quintiles are proxy of the poor and near-poor, which targeted 
on PBI BPJS Health or Jamkesmas. 
Table 2. Location of Households Group 
Quintile 
Location 
2013 2014 
Urban Rural Urban Rural 
I 30,54% 69,46% 32,7% 67,3% 
II 42,09% 57,91% 43,6% 56,4% 
III 45,32% 54,68% 44,6% 55,4% 
IV 53,39% 46,61% 52,3% 47,7% 
V 78,21% 21,79% 77,2% 22,8% 
Total 49,82% 50,18% 50,1% 49,9% 
            Source: Susenas 2013-2014, processed 
 
It can be seen from Table 2 that people that have higher expense tend to live in urban areas. It also indicated that 
majority of the population with a low expenditure (located in quintiles I and II) live in rural areas. However within a 
year society live in rural areas dwindle.  
Table 3 shows the distribution of health insurance cards to the population groups. Jamkesmas program was not 
entirely enjoyed by the quintiles 1 and 2. In 2013, only about 62.8% Jamkesmas programs were enjoyed by 40% of 
the lowest expenditure group, so there is still a large leakage. In 2014, leak in Jamkesmas program decreased. 
Population in quintiles I and II that covered by Jamkesmas somewhat increased into 63.6%. 
Table 3. The PBI Ownership of Health Insurance Card 
Quintile 
2013 2014 
Jamkesmas Jamkesda Jampersal Jamkesmas Jamkesda Jampersal 
I 34,9% 15,0% 24,4% 36,1% 17,5% 23,0% 
II 27,9% 20,1% 27,4% 27,5% 20,2% 29,6% 
III 20,0% 22,2% 21,3% 19,4% 23,3% 20,4% 
IV 12,5% 23,0% 15,1% 12,7% 20,9% 12,9% 
V 4,6% 19,8% 11,9% 4,3% 18,2% 14,1% 
Total 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 
Source: Susenas 2013-2014, processed 
 
Table 4 shows the distribution of healthcare facilities that have been chosen by expenditure groups. 40% of the 
population with the lowest per capita expenditures tends to go to community health centers/ sub by the time they have 
health complaints. Meanwhile public and private hospitals have not been widely chosen by this group. The greater per 
capita expenditure, the more people utilize hospitals and doctors/ clinic. Comparing healthcare utilization across time 
of 40% population with lowest expenditure, there is a decline in hospitals utilization. They prefer community health 
center or others to cure health complaints. This condition is likely as a result of BPJS Health implementation which 
spurs community health centers development. Hospitals utilization actually increased after the implementation of BPJS 
Health in quintile III to V. For the poor and near-poor, healthcare facilities that mostly used for outpatient is community 
health center. 
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Table 4. Healthcare Utilization for Outpatient 
Quintile 
2013 2014 
Public 
hospitals 
Private 
hospital 
Doctors/ 
clinics 
Community 
Health 
Centre 
Others 
Public 
hospitals 
Private 
hospitals 
Doctors/ 
clinics 
Community 
Health 
Centre 
Others 
I 11,8% 8,0% 8,8% 21,9% 18,5% 9,1% 6,9% 8,8% 23,8% 20,0% 
II 15,1% 10,2% 14,7% 24,3% 25,1% 12,7% 7,5% 14,4% 23,3% 22,8% 
III 16,8% 14,8% 17,9% 22,0% 23,9% 18,7% 15,6% 19,0% 21,0% 23,2% 
IV 23,0% 19,4% 24,5% 18,8% 20,2% 24,1% 21,0% 23,7% 19,7% 21,0% 
V 33,2% 47,6% 34,1% 13,0% 12,3% 35,4% 49,0% 34,1% 12,2% 13,1% 
Total 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 
Source: Susenas 2013-2014, processed 
 
According to Table 5, healthcare utilization for inpatient also showed that higher expenditure leads to increasing 
public and private hospitals utilization. For quintiles I and II, compared to 2013, in 2014 the use of the community 
health center for inpatient increased. If most of the population group in quintile IV prefers to use public hospitals for 
inpatient, quintile V prefers to use private hospitals. There is a shift in distribution of healthcare facilities utilization. 
From 2013 to 2014, utilization of private hospitals in population group quintile IV is increased, while utilization of 
private hospitals in quintile V is decreased. 
Table 5.  Healthcare Utilization for Inpatient 
Quintile 
2013 2014 
Public 
hospitals 
Private 
hospitals 
Community health 
centers 
Others 
Public 
hospitals 
Private 
hospitals 
Community health 
centers 
Others 
I 13,17% 4,97% 23,67% 10,89% 13,34% 6,34% 27,32% 12,84% 
II 16,99% 10,24% 21,14% 17,38% 14,89% 10,14% 24,63% 19,71% 
III 17,16% 15,19% 25,12% 21,83% 17,39% 13,84% 17,89% 22,87% 
IV 23,17% 19,38% 19,22% 21,90% 23,96% 21,58% 19,43% 21,73% 
V 29,50% 50,22% 10,85% 28,00% 30,43% 48,09% 10,72% 22,85% 
Total 100,00% 100,00% 100,00% 100,00% 100,00% 100,00% 100,00% 100,00% 
Source: Susenas 2013-2014, processed 
8. Inference Analysis 
8.1. Selection of Healthcare Facilities for Outpatient 
Table 6. Multinomial Logistic Output for Outpatient in Public Healthcare Facilities 
Characteristics a 
2013 2014 
B Sig. Exp(B) B Sig. Exp(B) 
Public healthcare facilities vs others             
  Intercept -.492 0.000  -.793 0.000  
Household location 
Urban .612 0.000 1.844 .600 0.000 1.822 
Rural 0b   0b   
Gender 
Male -.093 0.000 .911 -.053 0.000 .948 
Female 0b   0b   
Age group 
0-14  .186 0.000 1.204 .215 0.000 1.240 
15-64 .161 0.000 1.175 .269 0.000 1.309 
65 +   0b   0b   
Marital Status 
Others -.053 .000 .948 .053 .000 1.054 
Married 0b   0b   
Health insurance ownership 
Yes, BPJS Health PBI .505 0.000 1.656 .556 0.000 1.743 
Yes, others  .615 0.000 1.850 .566 0.000 1.760 
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Characteristics a 
2013 2014 
B Sig. Exp(B) B Sig. Exp(B) 
No 0b   0b   
 
Household location is significantly affecting the tendency of 40% of the population in the lowest expenditure for 
outpatient treatment in public healthcare facilities. When BPJS Health were implemented, outpatient prefer to utilize 
public hospital/ community health center/ sub health center than other facilities for the urban population amounted to 
1.822 times the population living in rural areas. 
Health Insurance Ownership is a major variable in this study, regarding the tendency of the population covered by 
BPJS Health PBI select outpatient healthcare facilities. Tendency for outpatient in public hospital / community health 
center / sub health center for the population quintiles I and II which covered by BPJS Health PBI found 1,743 times 
the population that is not covered by any insurance. BPJS Health members who tend to utilize larger public health 
facilities compared with the trends are still recorded as Jamkesmas members. Table 7 shows that when BPJS Health 
is implemented, a tendency for outpatient in private hospital/ doctor/ clinic than other facilities for the urban population 
amounted to 2.250 times of rural population. When BPJS Health applied, population quintiles I and II which covered 
by these programs tend to choose outpatient treatment at a private hospital/ doctor/ clinic compared to other facilities 
by 1,027 times the populations who have not protected with insurance. The result is in contrast with the Jamkesmas 
program. The tendency to choose private health facilities compared to other facilities for outpatient care for the 
population covered by Jamkesmas are even lower than the population that is not covered in any insurance program. 
Table 7. Multinomial Logistic Output for Outpatient in Private Healthcare Facilities 
Characteristics a 
2013 2014 
B Sig. Exp(B) B Sig. Exp(B) 
Private healthcare facilities versus others       
  Intercept -1.134 0.000  -1.079 0.000  
Household location 
Urban 1.124 0.000 3.078 .811 0.000 2.250 
Rural 0b   0b   
Gender 
Male .185 0.000 1.203 .114 0.000 1.120 
Female 0b   0b   
Age group 
0-14  -.380 0.000 .684 -.506 0.000 .603 
15-64 .012 .000 1.013 -.007 .001 .993 
65 +   0b   0b   
Marital Status 
Others .060 .000 1.062 .120 0.000 1.128 
Married 0b   0b   
Health insurance ownership 
Yes, BPJS Health PBI -.131 0.000 .877 .027 .000 1.027 
Yes, others  .581 0.000 1.788 .827 0.000 2.286 
No 0b 0.000  0b   
8.2. Selection of Healthcare Facilities for Inpatient 
In the age group variables, when BPJS Health implemented, the tendency to choose public hospital/ community 
health center compared to other facilities for inpatient care for the elderly is 1/ 0.109 times (9.174 times) of productive 
age group and 1/ 0.334 times (2,999 times) the productive age group. This trend occurs greater when BPJS 
implemented compared to Jamkesmas implementation. This shows that in the early stages of BPJS PBI initiation was 
able to increase the guarantee of health insurance for the poor and near poor elderly in the inpatient case. The elderly 
response towards the public health facilities for inpatient tends to be higher when BPJS was provided, exceeding the 
tendency of Jamkesmas utilization. 
This finding is in contrast to the response of the elderly selection for outpatient healthcare facilities. The elderly 
has lower tendency to choose public health facilities for outpatient care than the productive and children age group. 
To be associated with reality, most of them use alternative healthcare for treatment or reduce health complaints. They 
only tend to use public health facilities for serious medical treatment, which often come in the form of inpatient 
treatment. 
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Table 8. Multinomial Logistic Output for Inpatient in Public Healthcare Facilities 
Characteristics a 
2013 2014 
B Sig. Exp(B) B Sig. Exp(B) 
Public healthcare facilities vs others       
  Intercept 1.637 0.000  1.903 0.000  
Household location 
Urban -.395 0.000 .674 .268 0.000 1.307 
Rural 0b   0b   
Gender 
Male 1.286 0.000 3.620 .740 0.000 2.095 
Female 0b   0b   
Age group 
0-14  -1.098 0.000 .333 -2.216 0.000 .109 
15-64 -.503 0.000 .605 -1.097 0.000 .334 
65 +   0b   0b   
Marital Status 
Others .536 0.000 1.709 1.102 0.000 3.010 
Married 0b   0b   
Health insurance ownership 
Yes, BPJS Health PBI .754 0.000 2.125 .918 0.000 2.505 
Yes, others  1.275 0.000 3.577 .448 0.000 1.565 
No 0b   0b   
 
The trend for inpatient care in public hospitals/ community health centers than other facilities for the population 
quintiles I and II covered by the program BPJS PBI amounting to 2,505 times the population that does not covered by 
any insurance. This trend is found to be greater than during Jamkesmas period. 
By the time BPJS Health is implemented, the tendency to use private hospitals compared to other facilities for 
elderly inpatient care reached 5.291 times the children and 2,451 times productive population. This tendency is higher 
in the first year of BPJS implementation compare to the ongoing JAMKESMAS. 
Table 9. Multinomial Logistic Output for Inpatient in Private Healthcare Facilities 
Characteristics a 
2013 2014 
B Sig. Exp(B) B Sig. Exp(B) 
Private healthcare facilities versus others       
 Intercept .361 .000  .574 0.000  
Household location 
Urban -.392 0.000 .676 .785 0.000 2.193 
Rural 0b   0b   
Gender 
Male 1.274 0.000 3.575 .720 0.000 2.055 
Female 0b   0b   
Age group 
0-14  -1.029 0.000 .357 -1.667 0.000 .189 
15-64 -.421 .000 .656 -.896 0.000 .408 
65 +   0b   0b   
Marital Status 
Others .460 0.000 1.584 .792 0.000 2.208 
Married 0b   0b   
Health insurance ownership 
Yes, BPJS Health PBI .397 0.000 1.488 .297 0.000 1.346 
Yes, others  1.755 0.000 5.783 .564 0.000 1.758 
No 0b   0b   
 
Quintiles I and II populations which are covered by BPJS Health PBI have the tendency to use private hospitals for 
inpatient by 1,346 times the quintiles I and II population which do not covered any insurance. 
9. Limitation 
In several cities/ region, local government is implementing their own policy that all community has free access to 
healthcare facilities by showing their identity card. It will become a new problem when other than first and second 
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quintile receives PBI. The other limitation that one people may receive more than one health assistance (Jamkesmas 
and Jamkesda). These limitations need to be identified on further research. 
10. Conclusion 
1. Even though a leak occurred in BPJS scheme for the poor and near-poor (PBI), but this social security scheme is 
still largely enjoyed by poor and near poor. BPJS Health and The Government need to address the card usage 
leakage of BPJS for PIB. This is really important to aim the target for 40% of the population with the lowest 
expenses. This result recommend for further research to investigate the most appropriate implementation 
management strategies to health security system to minimize program leakage. 
2. In general, the implementation of PBI BPJS Health is able to increase the poor and near-poor tendency to use public 
and private health facilities than others facilities that are not covered in the program. Some of the examples are the 
practices of health workers/ traditional treatment/ other. 
a) Public health facilities utilization (public hospitals/ community health centers) 
The implementation of BPJS Health PBI in the first year succeeded in increasing the likelihood of poor and 
near poor population for outpatient care in public health facilities than other facilities. Compared to 
Jamkesmas program, the trend of public health facilities utilization is greater in BPJS program. In case of 
outpatient, urban populations tend to prefer government hospital/ community health center/ sub health centre 
compared to other health facilities. 
BPJS Health PBI program was able to increase the tendency of the specific population for inpatient to use 
public health facilities compared to other facilities which are not covered by BPJS scheme programs such as 
the practice of health workers/traditional treatment/ other. Compare to Jamkesmas period, this trend is found 
to be greater. 
b) The use of private health facilities (private hospital/ doctor/ clinic) 
The implementation of BPJS Health PBI in the first year successfully raised the poor and near poor to choose 
an outpatient facility at the private hospital/ doctor/ clinic compared to other facilities. This result is in the 
contrary with Jamkesmas implementation. Study shows that uninsured population has higher tendency of 
choosing private health facilities among other facilities compare to outpatient care covered by Jamkesmas. 
The tendency to utilize private hospitals for inpatient than other facilities for the population covered by BPJS 
health PBI is greater than uninsured population. BPJS Health program has been able to increase the elderly 
tendency to choose inpatient facility in private hospitals compared to other facilities. 
 
References 
Andersen. 1995. Revisiting the Behavioral Model and Access to Medical Care: Does It Matter? Journal of Health and Social Behavior 1995, Vol. 
36 (March): 1-10. 
Assistant Secretary for Preparedness and Response (ASPR). 2015. National Health Security Strategy and Implementation Plan. 2015-2018. The 
Bambang HariadiU.S. Department of Health and Human Services.  
Clearstate. 2015. Universal healthcare coverage in Indonesia. One year on. www.eiu.com/healthcare 
Hidayat.B, Thabrany.H, Dong.H, Sauerborn.R. 20014. The effects of mandatory health insurance on equity in access to outpatient care in Indonesia. 
Health Policy and Planning. Oxford University Press. 
Harimurti P, Pambudi E, Pigazzini A, Tandon A. 2013. The Nuts & Bolts of Jamkesmas, Indonesia’s Government-Financed Health Coverage 
Program for the Poor and Near-Poor. The World Bank UNICO. Washington DC. 
ILO. 2014.  World Social Protection Report 2014/15. Building Economic Recovery, Inclusive Development and Social Justice. Geneva. 
Pradhan M, Saadah F, Sparrow R. 2004. Did the Health card Program ensure Access to Medical Care for the Poor during Indonesia’s Economic 
Crisis?. Tinbergen Institute Discussion Paper. 
Sparrow et.al. 2010. Social Health Insurance for the Poor: Targeting and Impact of Indonesia’s Askeskin Program. SMERU Research Institute. 
Widowati, N. 2009. Impact of Health Insurance for the Poor (Askeskin) on Health Services Utilization in Indonesia. Chulalongkorn University. 
Bangkok. 
